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Camp Linden Time Allen Hilltop Main The Village Esther Sport Field 
Other 

Area/All 
Camp 

FRIDAY               

Check In 4:00 - 7:30 pm Check In 

  4:00 - 7:30 pm Guided Camp Tours 

Trading Post   Trading Post Open 

Session 1 5:00-6:00 pm   New Leader 
Tips & Tricks 

Outdoor Ed 
Backpack 

  Outdoor Night 
Activities 

  

Session 2 6:15-7:15 pm       

Evening Activity 7:30-8:30 pm Ice Breaker, Introductions, Networking, FUN!!! 

Evening Activity 8:30 PM Flag Retirement 

SATURDAY             

Morning Hike 7:00-8:00   

Breakfast 7:45-8:45 Breakfast 

  9:00-10:00 Council Presentation 

Session 3 10:15-11:45 Rallyhood 
Ceremonies 
Traditions 

Outdoor Skills 

SWAPS 
Outdoor Day 

Activities 
  

Lunch 12:00-12:45 Lunch Lunch 

Session 4 1:00-2:30 
SU 

Encampments 
Making it Girl 

Led 
Financial 
Reports Beginning 

Hiking/ & 
Leave No 

Trace 

  

Session 5 2:45-4:15 Super SU's 
Journeys 

Badges and 
Pins Oh My   

  

Session 6 4:30-5:30 Hodgepodge 
Brownie 
Round 

Daisy Round Bandanas   

Trading Post   Trading Post Open 

Flag Ceremony 5:45pm Flag Ceremony 

Dinner 6:00-7:00 Dinner 

Evening Activity 7:30 PM Scouts Own 

Evening Activity 9:00:pm Campfire Activities   Self Defense 

SUNDAY     

Breakfast 8:00-9:00 Breakfast 

Cabin Clean Up 9:-9:30 Pack Up and Clean Cabins 

Trading Post   Trading Post Open 

Session 7 10:00-11:30 
Big Trip Tips 

& Tricks 

FA CPR AED 

Adv Outdoor 
Cooking 

  
Fire Building 

201 
Slingshots 

Session 8 11:45-1:15     
Beginning 

Backpacking 

Rifle 

Session 9 1:30-3:00   
Outdoor 
Games 

  Archery 
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Girl Scouts Heart of Michigan 
 Girl/Adult Health History Form 

To be completed annually by parent/guardian or adult participant.  This form is confidential and to be kept with the individual’s records.   
This information is requested on an annual basis so we can best take care of you/your daughter and ensure safety. 

 

Participant Information: 

Name  _______________________________________________________________________ Phone (_____) ___________________________  

Address  ____________________________________________ City  ________________ State  ____________ Zip _______________________  
 
Date of Birth __________________________________________ 
 

Parent/Guardian Information: 
She is under the custodial care of: 
❑ Both Parents   ❑ Mother/Guardian only   ❑ Father/Guardian only   ❑ Other(specify) _______________________________________________  
 

Parent/Guardian Name: _____________________________________________________________________________________________________  

Address (if different than girl)  _________________________________________________________________________________________________  

Phone (day) _________________________________ Phone (evening) __________________________  Cell # (_____) _________________________  

E-mail: ___________________________________________________________________________________________________________________  
 

Parent/Guardian Name: _____________________________________________________________________________________________________  

Address (if different than girl)  _________________________________________________________________________________________________  

Phone (day) _________________________________ Phone (evening) __________________________  Cell # (_____) _________________________  

E-mail: ___________________________________________________________________________________________________________________  
 

Emergency Contact Information: 
In the event that I cannot be reached in an emergency, the following are authorized to act in my behalf: 
 
Name: ______________________________________________________ Relationship to Participant: ______________________________________  

 Address  _______________________________________________ City  ______________ State  ____________ Zip ______________________  

Phone (day) _________________________________ Phone (evening) __________________________  Cell # (_____) _________________________  
 

Name: ______________________________________________________ Relationship to Participant: ______________________________________  

 Address  _______________________________________________ City  ______________ State  ____________ Zip ______________________  

Phone (day) _________________________________ Phone (evening) __________________________  Cell # (_____) _________________________  
 

Health Care Information: 
Physician’s Name: _________________________________________ Phone # _____________________________  Last Exam Date: _____________  

 Address  _______________________________________________ City  ______________ State  ____________ Zip ______________________  

Do you carry family medical/hospital insurance? ❑ Yes   ❑ No   If yes, please complete the following information. 

Insurance Company: ____________________________________________________ Policy/Group # ________________________________________  

 Through (employer)  ______________________________________ Insured Name (parent) ___________________________________________ 

 ____________________________________________  
 

Allergies: Check those that apply, specify what reaction to look for and what treatment is recommended. 

❑ Penicillin /Other Medications ________________________________________________________________________________________________  

❑ Food Allergies ___________________________________________________________________________________________________________  

❑ Bee/wasp/insect bites _____________________________________________________________________________________________________  

❑ Plants (poison ivy, etc) ____________________________________________________________________________________________________  

❑ Animals (dogs, horses, etc) ________________________________________________________________________________________________  

❑ Other  _________________________________________________________________________________________________________________  
 

Immunization Status (Indicate Date):  Tetanus _________  Hepatitis B _________  TB _________ 
 

Please list any medications taken on a regular basis: ____________________________________________________________  

  
  

Additional health conditions or limitations we should be aware of:  _____________________________________________  

  

Consent and Permission to Treat 
In the event that reasonable attempts to contact me, or my designated emergency contacts, in an emergency have been unsuccessful, I hereby give my 
consent for the administration of any treatment deemed necessary.  This health history is complete and accurate. I know of no reason(s), other than 
information indicated on this form, why this individual should not participate in prescribed activities except where noted.  

 
Signature of parent/guardian: _________________________________________________________________ Date:  __________________________  


